account of a left-sided facial paralysis. There was a suspicion that the paralysis was due to suppuration in the middle ear; the mastoid antrum was explored but found healthy. The patient was treated in the Electrical Department, as the case was taken to be one of Bell's palsy. No iinprovement followed, and in December last the patient was admitted for further investigation. Dr. W. Johnson examined the patient and came to the conclusion that there were evidences of a tumour of the left cerebello-pontine angle; he reported, " There is a condition of paralysis of the seventh and eighth nerves on the left side, together with signs of pressure on the pyramidal fibres going to the right leg. A slight degree of nystagmus is also present. Vision is defective, especially in the left eye. The gradual onset and the physical signs lead me to a diagnosis of a tumour in the cerebello-pontine angle of the left side." Mr. Orliond examined the eyes: Vision in the right 6, in the left 26; the left pupil reacts very feebly to light and there is papilloedema on both sides, more marked on the left; there is, perhaps, slight weakness of the left external rectus. The left globe is slightly dropped, due probably to involvements of the corpora quadrigemina. Examination of the ears: both membranes are normal. With the " noise--apparatus" there is total deafness in the left ear; the right is normal. Nystagmus is present; the patient has no vertigo, nor has he ever had any. He had some headache about a year ago but has none now. His walk is slightly ataxic and he cannot. stand on one foot with closed eyes, though he does not exhibit Romberg's sign; dysdiadochokinesis is present in slight degree.
Mollison: Left-sided Cerebello-pontine Lesion Case of Left-sided Cerebello-pontine Lesion, probably Tumour. By W. M. MOLLISON, M.C. F. W., AGED 16, attended Guy's Hospital in May, 1913 , on account of a left-sided facial paralysis. There was a suspicion that the paralysis was due to suppuration in the middle ear; the mastoid antrum was explored but found healthy. The patient was treated in the Electrical Department, as the case was taken to be one of Bell's palsy. No iinprovement followed, and in December last the patient was admitted for further investigation. Dr. W. Johnson examined the patient and came to the conclusion that there were evidences of a tumour of the left cerebello-pontine angle; he reported, " There is a condition of paralysis of the seventh and eighth nerves on the left side, together with signs of pressure on the pyramidal fibres going to the right leg. A slight degree of nystagmus is also present. Vision is defective, especially in the left eye. The gradual onset and the physical signs lead me to a diagnosis of a tumour in the cerebello-pontine angle of the left side." Mr. Orliond examined the eyes: Vision in the right 6, in the left 26; the left pupil reacts very feebly to light and there is papilloedema on both sides, more marked on the left; there is, perhaps, slight weakness of the left external rectus. The left globe is slightly dropped, due probably to involvements of the corpora quadrigemina. Examination of the ears: both membranes are normal. With the " noise--apparatus" there is total deafness in the left ear; the right is normal. Nystagmus is present; the patient has no vertigo, nor has he ever had any. He had some headache about a year ago but has none now. His walk is slightly ataxic and he cannot. stand on one foot with closed eyes, though he does not exhibit Romberg's sign; dysdiadochokinesis is present in slight degree.
The nystagmus is horizontal and of a slow, coarse character when the patient looks to the left, about 80 per mninute and very irregular, and quick and fine when the eyes are directed to the right, about 180 per nminute. There is a spontaneous pointing error to the right with the left arm. Functional examination of the labyrinths: Caloric test-After prolonged syringing of the right ear Wvith ice-cooled water no alteration was produced in the spontaneous nystagmus, and there was no error in the pointing reaction. The same result was obtained after syringing the left ear. The only effect of syringing the right (the sound side) was that the patient had a tendency to fall to the right. Rotation-The right labyrinth reacts, the left does not. This fact was elicited not by observing nystagmus, as this is impossible, but by noting that the patient had a distinct tendency to fall (to the right?) after turning in a counter-clockwise direction, and by noting the resulting errors in the pointing tests. After ten counter-clockwise turns (to the left) there was with the right arm a pointing error to the left, while the spontaneous error with the left arm tended to disappear. After ten clockwise turns there was no appreciable pointing error with the r-ight arm and no change in the spontaneous error with the left; but after twenty turns there was a slight error to the right with the right arm and distinct increase in the spontaneous error with the left. The results of these tests are compatible with a left-sided cerebellar lesion.
DISCUSSION.
Mr. SYDNEY SCOTT asked Mr. Mollison whether the tongue was affected for taste. With regard to the functional examination of the labyrinth, Mr. Mollison said, "After prolonged syringing of the right ear with icecooled water no alteration was produced in the spontaneous nystagmus, and there was no error in the pointing reaction." He presumed the head was in the erect posture in that test. [" Yes."] But of course it depended on the kind of pointing test; he would not expect an error in pointing when the caloric test was carried out with ice-cooled water with the head erect, unless one altered the position of the head, and tested both hands. He asked what Mr. Mollison found if he turned the patient's head with chin towards the left, and the patient was directed to point at right angles to the side of the head. He could then emphasize the importance of ascertaining whether the right labyrinth functionated or not, not by the nystagmus, but by these forced movements of head, trunk, and limbs, which were more easily observed, also by the effect on gait and on standing in the erect posture during the act of stimulation.
Mr. O'MALLEY asked Mr. Mollison what was the condition of the corneal reflex; was there a hypo-cesthetic condition of the face, suggesting involvement of the fifth?
Mr. MOLLISON replied that the report on'the neurological aspect of the case was short, because it was intended to show the patient at the combined meeting on February 26, at which meeting the full notes would be available. There was loss of taste in front of the tongue on that side, but no wasting, and no suggestion of involvement of that nerve. The fifth nerve, apparently, was not affected at all. He gathered from Dr. Johnson that the slight difference in sensation in the face was due to involvement of the facial only. His experience in testing these cases was not extensive, but he would carry out what Mr. Scott suggested. The case emphasized the importance of testing the, hearing in all these cases of facial paralysis.
Serial Microscopic Sections of the Labyrinth and Middle Ear,
showing Ankylosis of the Stapes; Otosclerosis.
By G. J. JENKINS, F.R.C.S.
THE patient was a female, aged 67. The mental condition of the patient was not good, and so a complete satisfactory examination of the auditory apparatus was not possible. She had been deaf many years to the degree at the time of examination (from the friends of the patient). There was no history of earache or discharge; tinnitus, "waves of the sea." She said she had had vertigo (doubtful). The tympanic membrane did not show any sign of there having been any middle-ear inflammation at any time. Tuning-fork tests doubtful. Weber test: Sound referred to right ear. Rinne test: Bone-conduction greater than air-conduction. Bone-conduction (Edelmann's special fork): Seemed much diminished in both ears. She could hear shouting, a raised conversational voice in right ear; nothing in the left. Both temporal bones were removed about eight hours after death and placed in a 4 per cent. solution of formalin in normal saline.
In preparing the specimen the exhibitor adopted the method of decalcifying which Dr. Gray kindly advised-i.e., with formalin and nitric acid. He did not think he had found temporal bones cut so easily when decalcified with other reagents as with this. Also histologically this method gives the best results. The serial sections were of the right temporal bone and have been cut transversely to the large axis of the petrous bone. The bone was cut in celloidin 1215 mm. in thickness, every third section being mounted. The sections were stained variously by Mallory stain, haematoxylin and Van Gieson, iron heematoxylin. A series of sections of the labyrinth and middle ear had been shown under the microscope, and he demonstrated the region of the stapes by the epidiascope. The ankylosis of the stapes to the margin of the foramen, the thickening of the base of the stapes and of the margin of the foramen by disease were demonstrated.
